Introduction and Aims. Despite substantial reductions in smoking prevalence in many countries, rates remain high among people who are experiencing disadvantage. This study aimed to explore attitudinal and behavioural responses to populationwide tobacco control policies among Australian smokers experiencing disadvantage. Design and Methods. Semi-structured qualitative interviews were conducted with 84 smokers attending community service organisations in the mental health, homelessness, and alcohol and other drug sectors. Interviewees discussed various tobacco control policies (tobacco taxes, smoke-free areas, plain packaging and graphic health warnings). The interview transcriptions were coded and thematically analysed. Results. Responses to tobacco taxes were mixed. Some interviewees reported smoking less as a result of price increases, while others reallocated funds from other budget areas. Many perceived smoke-free area policies as effective, although some described strategies they use to circumvent this policy, thereby diminishing its effectiveness. Plain packaging and graphic warnings were perceived as being least effective. Discussion and Conclusions. While tobacco control policies can elicit intended attitudinal and behavioural responses, additional efforts are needed to enhance their effectiveness among smokers experiencing disadvantage. Future efforts to reduce smoking rates should address responses that diminish policy effectiveness among groups exhibiting high smoking prevalence. This could be achieved through strategies that address the specific needs of these groups, such as providing additional cessation support, enforcing existing smoke-free policies in ways that minimise inequitable effects, and addressing self-exempting beliefs. 
Introduction
Smoking is one of the leading modifiable risk factors contributing to death and disease worldwide [1] . Although significant progress has been made in reducing the prevalence of daily smoking in Australia, with rates halving from 24% in 1991 to 12% in 2016 [2] , around 19 000 Australians die from smoking-related causes each year [3] . Smoking prevalence remains especially high among people experiencing disadvantage, including those living with a mental illness, experiencing or at-risk of homelessness, and/or experiencing problematic alcohol and other drug (AOD) use [4] [5] [6] [7] [8] . These higher levels of use are associated with poorer health outcomes. For example, twothirds of Australians who have been diagnosed with a psychotic illness are current smokers [9] , and the average life expectancy for psychiatric patients is over a decade shorter than for the general population [5] . Smoking-related conditions such as cardiovascular disease and cancer account for most of this excess mortality [5] . Similarly, the smoking prevalence among people experiencing homelessness in Australia is estimated to be between 77% and 86% [6, 10] , and among people misusing AODs between 77% and 93% [7, 8] . Numerous factors contribute to these higher smoking rates, including social isolation, the use of smoking as a coping mechanism, a lack of knowledge about the harms of smoking, and a high prevalence and acceptability of smoking within their social circles [11, 12] .
Australia has been a Party to the World Health Organization Framework Convention on Tobacco Control since 2004 [13] . The federal government reports spending $AUD155 million annually on tobacco control [13] , with specific measures including tobacco taxes, smoke-free policies in enclosed public places and workplaces and plain packaging and graphic health warnings on tobacco products [14] . In 2010, taxes on tobacco products were increased by 25%, and annual tobacco excise increases of 12.5% since 2013 (continuing until at least 2020) have resulted in Australia having among the highest-priced tobacco products in the world [15] . Legislation prohibiting smoking in enclosed public places was first introduced in Australia in 1994. Western Australia, along with some other states and territories, has since expanded the legislation to cover patrolled beaches, outdoor dining areas (with the exception of some areas of alcohol licensed premises), children's playgrounds and vehicles in which children are present [16] . Since 2011, graphic health warnings have been required to cover a minimum of three-quarters of tobacco packaging, and in 2012 Australia became the first country in the world to introduce the mandatory plain packaging of tobacco products [17] . Overall, these policy changes have been well accepted by the general community, although smokers typically express much lower levels of support than non-smokers (tobacco taxes: 26% of smokers supportive vs. 78% of non-smokers; smoke-free public places: 41% vs. 87%; plain packaging: 54% vs. 78%) [18] [19] [20] .
Although smoking prevalence surveys demonstrate the success of these policies [2] , relatively little is known about the personal experiences or opinions of particular groups of smokers as they acclimatise to the rapidly changing tobacco regulation environment that is now characterised by a comprehensive suite of tobacco control policies. Efforts to further reduce tobacco use among groups that continue to exhibit very high smoking levels will need to consider the special circumstances of people experiencing disadvantage and how these circumstances influence their responses to various and multiple forms of tobacco control initiatives [21] .
Where the reactions of specific groups of smokers to tobacco control policies have been examined, the primary focus has been on: (i) those experiencing financial disadvantage rather than other forms of disadvantage; and (ii) individual policies rather than the suite of policies currently in place (mainly tobacco taxes and plain packaging) [22] [23] [24] [25] . The results relating to smokers' reactions to taxes indicate that lowerincome smokers are more likely than higher-income smokers to change their smoking behaviours in response to the higher cost of tobacco. However, tobacco tax increases can cause some smokers on lower incomes to reduce their essential spending to enable them to maintain their smoking levels, and many find ways to minimise the cost of their smoking such as by smoking less and switching to roll-yourown cigarettes [2, 25] . Roll-your-own cigarettes can be viewed by smokers as a more cost-effective alternative because they are taxed according to the assumption that each stick contains the same amount of tobacco as a tailor-made cigarette, but they are often made using much less tobacco which makes them cheaper per stick. In response to graphic health warnings on tobacco products, studies have found that some smokers experiencing disadvantage avoid the messages and express scepticism about smoking being the cause of the illnesses displayed on the packs [24] .
The present study extends the scope of previous research with smokers experiencing financial disadvantage by actively accessing those experiencing other forms of disadvantage, specifically those living with a mental illness, experiencing homelessness, or engaging in alcohol and/or other drug misuse. The aim of the research was to develop a deeper understanding of these smokers' attitudinal and behavioural responses to a broader range of tobacco control policies and subsequently consider strategies to enhance policy effectiveness while minimising any negative unintended consequences. Specific measures of interest included tobacco taxes, smoke-free areas, plain packaging and graphic health warnings on packages.
Methods
Semi-structured interviews were conducted with clients from community service organisations (CSO) in the mental health, homelessness, and alcohol and other drugs sectors in Western Australia. The interviews were a part of larger study investigating the role of tobacco use in CSOs and how interventions in these settings can assist people to quit. The present analysis focused on CSO clients' perceptions of and responses to various tobacco control policies. Data collection occurred between March 2016 and March 2017 and preceded intervention implementation. The study received ethics approval from a University Research Ethics Committee and approval for data collection was granted by each CSO.
Recruitment
Interviewees were recruited from seven CSOs (see Table 1 ). Five were located in the Perth metropolitan area and two in Kalgoorlie in regional Western Australia. In compliance with ethical approval requirements, clients who were accessing the CSOs were informed about the research and advised to approach the researchers on a voluntary basis if they wanted to participate in the study. To be eligible to participate, individuals needed to identify as current smokers at the time of the study. No participation incentives were offered. All individuals electing to participate in the study were aged 18 years and older and were Englishspeaking. Interviewees provided verbal and written consent to be interviewed.
Data collection
The interviews were conducted onsite at each CSO by two researchers who spent around a week at each location to build familiarity and allow CSO clients to approach them in their own time. One researcher conducted the interview while the other remained off to the side and took additional notes. Interviewees were engaged in a general conversation about smoking (e.g. 'How long have you smoked for? What do you like about smoking? What don't you like about smoking?'). During the course of the conversation, interviewees were able to spontaneously discuss any forms of tobacco policy. If not mentioned, tobacco taxes, smoke-free areas, plain packaging and graphic health warnings on packages were raised as topics of conversation (e.g. 'What about the government taxes on cigarettes, how do you feel about those?'). Interviews were recorded where consent was given to do so, with the recorded interviews running for an average duration of 25 min (ranging from 6 to 49 min). For the four interviewees who did not consent to be recorded, detailed notes were taken by the observing researcher throughout the interviews.
Data analysis
Interview recordings were transcribed verbatim. Interview transcripts and notes were uploaded to the software program NVivo 11 for coding and thematic analysis. Data were analysed inductively to allow the findings to reflect the main issues of concern to the interviewees. This involved the first author (AP) reading the transcripts in their entirety, interrogating specific nodes, and using NVivo's text and matrix search functions to identify and explore relationships between variables. AP and SP then discussed the findings to conceptualise a model that encompassed the interviewees' attitudes to individual regulations and their perceptions of any effects on their smoking behaviours. The findings were refined further in discussions with the other members of the research team.
Results

Sample
In total, 84 CSO clients were interviewed. At this point saturation had been achieved because no new information was being provided by the interviewees. The sample demographics are shown in Table 2 .
Perceived effectiveness of tobacco control strategies
The interviewees expressed mixed views about the effectiveness of the various tobacco control policies for encouraging smoking cessation. Support was strongest for policies relating to smoke-free areas, with most interviewees believing these environmental regulations to be effective in decreasing smoking and to constitute an appropriate method of protecting the public from tobacco-related harms. Around half considered tobacco taxes to be effective, although support was lower among interviewees who were accessing AOD services compared to those accessing mental health and homelessness services. A minority of interviewees felt that plain packaging and graphic health warnings were effective, with support being particularly low among those attending mental health services.
The interviewees reported numerous attitudinal and behavioural responses to the discussed tobacco control policies. These responses could be classified as either being 'intended' because they encouraged smoking cessation thoughts or behaviours or 'unintended' because they resulted in suboptimal outcomes. Policies that were perceived as being ineffective by the majority of interviewees did not always attract the greatest proportion of unintended responses. For example, just over half of the interviewees described tobacco taxes as being ineffective, but the most commonly described response to this measure was to smoke less tobacco. Conversely, smoke-free areas were viewed by many interviewees as being effective, yet the two most commonly reported coping strategies were moving to different areas to smoke and refusing to comply with the requirement. Finally, although plain packaging and graphic imagery were considered to be ineffective by the majority of interviewees, most described employing strategies to avoid looking at the graphic health warnings, indicating that the images may be having an effect on some level. Tobacco taxes • The cost of tobacco has become prohibitive.
• Reducing the amount of tobacco purchased.
• Increasing quitting-related intentions.
Smoke-free areas • Make it inconvenient and anti-social for people to remove themselves from the area to smoke.
• Reducing smoking in social settings.
• Eliminate some visual and olfactory triggers to smoke.
• Prevent non-smokers from being exposed to second-hand smoke.
Plain packaging and graphic health warnings on packages
• May prevent smoking initiation and encourage smoking cessation.
• Increasing quitting-related intentions. Switching to cheaper brands. Buying by the carton. Switching to 'roll-your-own' tobacco. Not sharing tobacco with others.
• Reallocating funds from other budget areas.
Smoke-free areas
• Regulations ignored.
• Refusing to comply with the policy by smoking in forbidden locations.
• Unfair and isolating for smokers.
• Moving to a different location to smoke.
Plain packaging and graphic health warnings
• Do not discourage smoking.
• Doubting the legitimacy of the GHWs.
• Smokers have become desensitised.
• Self-exempting beliefs.
• Avoiding looking at the GHWs.
• Using humour as a coping mechanism.
GHW, graphic health warnings. Tables 3 and 4 outline the reasons why some interviewees believed the policies were in/effective and the un/intended consequences that were reported in response to each. In the analysis below, illustrative quotes are attributed to interviewees by gender (M = male, F = female), type of CSO being accessed (AOD = alcohol and other drugs, H = homeless, MH = mental health) and CSO location (metropolitan, regional).
Intended responses
Tobacco taxes. Among those supporting this form of tobacco control, the main reason cited was that tobacco products are becoming increasingly cost prohibitive. As noted above, many interviewees reported that they purchase and smoke less tobacco as a consequence of the substantial price increases that have occurred in recent years.
'It affects me a lot. I can't buy as many. That's a good thing because it makes you think twice about smoking'. (F, MH, metropolitan)
The clients interviewed in homeless and mental health services appeared to be especially responsive to tobacco price increases. This is most likely due to a higher proportion of interviewees from these services experiencing financial disadvantage, with most reporting government payments as their main source of income (Table 2) .
'I only buy probably one or two packets a fortnight and I'll make them last me, because geez, it's so expensive'. (F, H, metropolitan)
Rising tobacco prices had led many interviewees to begin to think about quitting. Some indicated that they planned to do so when further price increases were implemented because at that point tobacco would become too unaffordable. 'It's making me quit even more than just the health, emphysema. It's another reason to stop smoking, the cost of it'. (M, MH, metropolitan) '(The tobacco tax) is a good thing. Like I find because, yes, it's a deterrent too. You know, every six months or whatever putting them up. Like it does drive people to more want to quit just because of the price of everything'. (M, H, regional)
Smoke-free areas. Smoke-free areas were generally supported by the interviewees, primarily due to their ability to protect non-smokers from second-hand smoke and reduce environmental cues to smoke.
'I think it's a good idea. To be honest, when I go out and all of the smoking and seeing everybody smoke, then that just makes me want to have a cigarette'. (M, AOD, metropolitan)
Interviewees often acknowledged the role of smokefree area policies in changing social norms around smoking and facilitating cessation.
'Well that's all changed now, hasn't it? And that's changing the stigma attached to smoking -the more it's shifted -so you're a social outcast if you smoke cigarettes'. (M, AOD, metropolitan)
The ubiquity of smoke-free areas caused some interviewees to smoke less due to reduced expectations of smoking opportunities. As noted by the interviewee quoted below, it is often safer to assume that smoking will not be possible when going outside the home.
'They'll say to themselves, "Oh well, I'll leave my cigarettes at home because there's no public place you're allowed to smoke"… I leave them at home, yeah'.
(M, MH, metropolitan)
Plain packaging and graphic health warnings. Interviewees who regarded plain packaging and graphic health warnings as effective generally believed that these interventions encourage smokers to contemplate quitting and deter young people from starting. Some interviewees referred to being regularly prompted to consider quitting each time they see a pack. Unintended responses Tobacco taxes. Increasing tobacco taxes had led some interviewees to develop cost minimisation strategies, the most common of which was to switch to cheaper brands of cigarettes, followed by buying cigarettes in bulk to take advantage of the lower cost per stick.
Facilitator: Do you reckon that (price increases) would affect the way you smoke? Interviewee: Well no, because I generally just get whatever's cheapest. (M, H, regional) 'I just still buy them. But I always go (with) which one's the cheapest carton and I buy the cheapest'. (F, MH, metropolitan) Some interviewees described choosing to smoke roll-your-own cigarettes because they are a more economical choice.
Facilitator: Does the price affect the amount that you smoke or... Interviewee: It made me stop smoking tailor-mades. So I went to rollies just because I couldn't afford tailor-mades. So that definitely makes a difference. (M, AOD, regional) Tobacco taxes were viewed by some interviewees as being an inequitable measure that further disadvantages the most financially vulnerable. Cutting down or quitting were not perceived as viable options for many of the interviewees because they did not want to quit, felt they were too addicted, or quitting was not a priority for them. When discussing how the increase in tobacco prices affected them, some described buying tobacco products with money usually allocated for other expenses such as food or leisure activities.
'I just go broke. I save money on food'. (M, MH, metropolitan) 'I'm going broke every week...I could be using that money to, I don't know, buy presents for people or treat myself to something nice, but I don't. I don't have it'. (M, AOD, metropolitan)
Smoke-free areas. This tobacco control policy was regarded as ineffective by some interviewees, particularly those who were accessing homelessness and AOD services. Many of these interviewees reported simply moving to a different area where they could smoke. Others discussed ignoring smoke-free area designations and noted that there was typically a lack of enforcement and few, if any, negative consequences for disobeying the rules. 'Outdoor areas, I think banning smoking when there is nothing to stop the smoke from leaving the area, I think that's a bit unfair … I think that's discriminatory'.
(F, H, regional)
Plain packaging and graphic health warnings. When discussing health warnings, some interviewees reported becoming desensitised to the graphic images of smoking-related health problems. The legitimacy of the images was also questioned by some interviewees, especially those who were accessing homeless services.
'One or two of them (graphic health warnings) got found out to be not legitimate. There was that dude that looked normal and then a couple of weeks later looked like gaunt and deadly, and that turned out to be fake. It was false'. (M, H, metropolitan) Risk-minimising beliefs about the harms of smoking were held by some interviewees. For example, some believed that only people who smoke large quantities of tobacco each day would exhibit the conditions displayed on the packs.
'They're the worst cases of people who have been taken to hospital. They must have smoked 50 a day'. (M, H, metropolitan)
One common coping strategy, especially among clients of AOD services, was to avoid looking at the graphic health warnings on tobacco packaging. This was done in a number of ways, such as placing cigarettes in a different case or covering up the images on their packs.
'I've got a container that I put all my cigarettes in, so I don't have to look. I throw the packet out and put my smokes in there'. (F, H, metropolitan) 'The packaging has never come into it for me. Even those horrible pictures on the front, I don't look at them, you know, I really don't'. (M, AOD, metropolitan) 'Sometimes I block the worst part of the picture out with the black marker so I can't see any blood or anything or goo'. (M, H, metropolitan) Some interviewees discussed joking about the graphic health warnings on packs. For these individuals, humour appeared to be used as a tactic to distance themselves from the messages and lessen their impact.
'Hasn't made a difference to be honest. People just more made a joke of it, as bad as that sounds. But people just go, laugh, "Oh look, I've got a foot (on my pack)".' (M, AOD, metropolitan)
Discussion
This study explored attitudinal and behavioural responses to current tobacco control policies among smokers experiencing specific forms of disadvantage. Interviewees reported mixed attitudes, but tended to be more supportive of tobacco taxes and smoke-free areas and less supportive of plain packaging and graphic health warnings than found in previous research with broader populations of smokers [18] [19] [20] . For most policies, results were consistent across the different types of CSOs. There were some differences that were evident among some groups, such as interviewees from homelessness and mental health services appearing to be more price sensitive in regards to tobacco taxes. Overall, the findings suggest that while many smokers experiencing disadvantage may be responsive to tobacco control regulations and adopt positive adaptive behaviours that involve a reduction in tobacco use, others attempt to strategise around policies, thereby diminishing policy effectiveness.
The reported positive outcomes of tobacco taxes support previous research showing that price increases can be effective in targeting the smoking behaviours of vulnerable groups [21, 26] . For example, the cutting down behaviours and increasing quit intentions found in the present study have been identified as common responses to rising tobacco prices in previous research [27] . The potential for unintended responses to price increases in the form of price minimisation strategies has also been recognised [25, 27] . Increased tobacco prices placed additional financial strain on some interviewees, who were either unwilling or unable to quit smoking. This finding is consistent with previous research that has found that while tobacco taxes are effective at reducing tobacco consumption at a population level, they can be detrimental at an individual level for those who continue to smoke [21, 26] . A further consideration is that smokers of low socioeconomic status are more likely to be addicted to nicotine and experience negative financial consequences due to tobacco price increases [28] . To address these social disparities, increased taxes on tobacco products could be accompanied by enhanced cessation support for smokers experiencing various forms of disadvantage. It has been suggested that an appropriate approach would be to hypothecate a portion of tobacco taxation revenue to fund cessation assistance for high smoking prevalence groups [29] . Examples of such assistance could include reducing cessation barriers by making nicotine replacement therapy more affordable and accessible [30] , and the provision of additional quit information and support in locations such as community service organisations and hospitals.
The present study appears to be the first Australian research on disadvantaged smokers' behavioural and attitudinal responses to smoke-free area policies. Smoke-free area legislation received the most support from interviewees of all the tobacco control regulations. Previous research has identified that: (i) smokers' support for this form of legislation predicts future cessation attempts; and (ii) implementation of the policy supports current quit attempts [31] . The 'intended' responses identified in the present study are consistent with this finding, with smoke-free legislation motivating some interviewees to reduce their tobacco use due to the removal of sensory and social prompts to smoke. For the interviewees who did not support the policy, smoke-free areas were considered to be unfair and isolating for people who felt forced to smoke elsewhere. Others simply chose to ignore the policy. Past research suggests that compliance with smoke-free requirements may be increased by educating smokers about the harms of environmental tobacco smoke to others in outdoor areas [32] . To address inequitable consequences of the policy, especially among people experiencing homelessness who have fewer alternative smoking location options, local governments could consult with smoking cessation services and community service organisations to identify how to best provide information and support during the implementation of the policy. Phase-in initiatives may also be appropriate, such as when local governments that are enforcing new bans offer cessation information and support in place of fines that may increase financial disadvantage [33] .
The finding that some smokers who are experiencing disadvantage will avoid looking at graphic health warnings on tobacco packs and hold self-exempting beliefs about developing tobacco-related illnesses is also consistent with evidence from previous studies [24, 34] . However, avoidance of graphic health warnings has been positively associated with an increased likelihood of attempting to quit, indicating that selfreported avoidance does not necessarily mean that the effectiveness of the policy has been reduced [35] . Selfexempting beliefs (e.g. that tobacco-related harm is only likely to occur when a large amount of tobacco is smoked each day) have been identified as a barrier to smoking cessation [34] , resulting in the recommendation that complementary campaign materials should be disseminated to address false beliefs. Previous research has identified that viewing both graphic health warnings on tobacco packaging and being exposed to anti-tobacco television advertisements increases the believability of the messages for smokers [36] .
As many people experiencing various forms of disadvantage access and trust CSOs, these organisations represent a promising environment for providing cessation advice and support. Comprehensive tobacco cessation programs could be introduced with the assistance of non-government organisations or government organisations that specialise in the development and implementation of such programs. It has been suggested that cessation programs can be more effective for low SES smokers if they combine the provision of both nicotine replacement therapy and financial education and support [37] . The consistency of attitudes and behaviours of interviewees accessing different services suggests that the same tobacco cessation programs could be introduced across different types of CSOs.
Strengths, limitations and future research
One of the strengths of this research project was its relatively large sample size compared to other qualitative studies [22, 24, 25] . Of note is that this sample size was achieved without offering incentives to participants. There was, however, a higher proportion of male interviewees compared to females (75% vs. 25%) than is representative of the gender split of clients accessing CSOs in Australia (mental health: 54% males vs. 46% females; homeless: 40% vs. 60%; alcohol and other drugs: 67% vs. 33%) [38] [39] [40] . In addition, the interviewees in the present study were accessing particular types of CSOs and the study was confined to one state (Western Australia), meaning that the findings may not be generalisable to smokers attending other kinds of services or those based in other locations. Further, those included in this sample were current smokers, so ex-smokers experiencing disadvantage who had highly positive responses to the policies in the form of successful quitting were not represented. Ex-smokers could be included in future studies to further explore how tobacco control policies can facilitate quitting. This project also does not include other high smoking prevalence groups such as people who are in prison, identify as lesbian, gay, bisexual, trans and/or intersex, or are of Aboriginal and Torres Strait Islander descent [2] . These groups constitute important focus priorities for future research.
Finally, the qualitative data collection method used in the present study precludes generalisation of the results and thus the ability to estimate the prevalence of compliance and avoidance behaviours and the resulting implications for policy effectiveness. In addition, it is important to understand the relative impact of different behaviours given that some policy responses may have much larger effects on overall consumption than others and hence need to be weighted differently when determining which intended or unintended consequences to prioritise when developing interventions to optimise policy outcomes. Future quantitative research is needed to address these knowledge gaps relating to the prevalence and outcomes of different policy responses.
In conclusion, the results of this research indicate that while tobacco control policies can have highly positive outcomes in terms of reducing smoking prevalence among smokers experiencing disadvantage, others develop strategies to circumvent or disregard these policies. To further reduce smoking rates among groups demonstrating high prevalence, these strategies will need to be addressed through a range of initiatives. In particular, the results suggest that efforts may be needed in the form of providing additional cessation support, explaining and enforcing existing smoke-free policies in ways that minimise unintended inequitable effects, and addressing false and self-exempting beliefs associated with tobacco-related harm. Ideally, the development and delivery of initiatives should be tailored for people experiencing disadvantage, being conscious of the unique barriers they may face such as lower literacy levels, higher levels of nicotine dependency, and the use of smoking as a coping mechanism.
